A discussion of chronic ulcers of the leg is somewhat complicated by the fact that about 40 diseases and conditions may be importantly concerned in producing these ulcers. I will not attempt to list or to discuss all of them.
The method of making a correct differential diagnosis of chronic ulcers of the leg is essentially the same as that of making a differential diagnosis in any other medical or surgical condition.
Information from the History A careful history is an important aid in making the differential diagnosis. Especially detailed information should be obtained on the following six points:
1. The Nature of the Lesion. A clear description of the complaint and the time that it first appeared are important.
2. Initiating Factors. Information should be elicited about factors that may have initiated the lesion, such as local injury, strong medication, infection, phlebitis, cold and factitial (self-induced) injury. 3 . Development of Lesion. A slowly developing lesion suggests that it is due to isehemia or malignant lesion, whereas a rapidly developing lesion may be due to stasis or injury. 4 . The Amount of Pain. An isehemic lesion is usually more painful than one due to stasis or exposure to cold. an isehemic lesion may be relieved by placing the leg in a dependent position. The mild pain of a stasis lesion is usually relieved and the stasis ulcer heals with elevation of the extremity. 6 The ulceration seen with arteriovenous fistula is similar to the stasis ulcer of chronic venous insufficiency. Since it occurs in a region in which the skin is warm or hot, these ulcers are characteristically "hot ulcers." In chronic pernio, the ulcers are usually small and multiple and are located low on the legs and around the ankles and seldom on the feet or toes (fig. 3 ). There is more or less simultaneous symmetrical involvement of both legs. The initial spontaneous lesion is a tender, red or purplish nodule in the skin, which has appeared after exposure of the legs to cold. Within a few days, a blister appears on the surface of the erythematous nodule and the color changes to blue or even violet. The blister then breaks down and leaves a superficial ulcer. The surface of the ulcer has an ischemic appearance. The surrounding skin usually is not changed unless there is a residual fibrosis from old healed ulcers in the area. When the ulcer is developing, it is usually painful, but as the ulceration progresses, the pain tends to subside. After a variable period, usually from 3 to 5 weeks, the lesions will heal spontaneously, leaving a pigmented area which may remain permanently. All of the lesions go through this cycle, and at any certain time lesions in various stages will be present.
In livedo reticularis, the distinguishing feature is the livid netlike pattern of mottling of the skin. When ulceration occurs, the initial lesion may be a tender nodule in the skin, but more often it is a circumscribed bluish or purplish area in the skin. A blister may form on the top of this area and later break down, leaving a superficial ischemic-appearing ulcer (fig. 4) . The lesion in livedo reticularis has no preferred site except that in more than half of the cases it occurs in the lower part of the leg or around the ankles.
The lesions of livedo reticularis do not appear in crops or go through the healing cycle typical of chronic pernio, nor is the onset of the ulcers of livedo reticularis as likely to be closely associated with changes of the season as in chronic pernio. The ulcer may gradually enlarge to 2 to 4 cm. in diameter over a period of several weeks or months. Wher. the lesion is well developed, moderate to severe pain is a prominent feature. The lesion of livedo reticularis is usually persistent and difficult to heal, whereas the ulcerated lesions of chronic pernio heal spontaneously, especially if the patient is removed from a eold Figure 5 Hypertensive-ischemic ulcer over the external malleous. Three weeks after formation of initiaZ lesion showing purpuric discoloration and ischemnic appearance of ulcer.
environment. In both conditions, pulsations in large arteries usually are not affected.
Hypertensive-Ischemic Ulcer
Most of the patients affected are women in the fifth and sixth decades of life with longstanding essential hypertension. Organie changes in the arterioles adjacent to the skin lead to occlusion of the lumen and infaretion of the skin. The area of infaretion in the skin breaks down to form a superficial ischemic ulcer. The individual ulcer has many features similar to the ulcers seen in chronic pernio and livedo reticularis, since in all three conditions the pathologic lesion is similar. The ulcers are usually located on the lateral surface of the ankle but may occur low on the posterior and lateral surface of the leg. The initial lesion when it has developed spontaneously is a painful, red plaque in the skin which, within a week or 10 days, becomes blue and purpuric. If a plaque is not present, the initial lesion is a small flat area of bluish discoloration of a purpuric nature in the skin. A hemorrhagic bleb forms on the surface of the original lesion and breaks down into a superficial ulcer (fig. 5) Ulcer of chronic hemnolytic anemia. Area of pig-.mentation over internal malleolus with small, superficial ischemic-appearing ulcer in it. 
